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The patient's temperature did not exceed 100-20 for a few days. She made a smooth recovery and was discharged on March 12, 1946 . She was last seen on February 28, 1949. The cervix was closed and there were no visible marks of the operations. The patient felt well.
Vaginal clamp-hysterectomy provides excellent drainage, the powerful Pryor-Kennedy's clamps will prevent retraction of vessels and there are no ligatures to slip. There is no danger of pulmonary embolus (Kennedy and Campbell, 1944) , the operation is simple and can be Specimen was shown with radiograph, autopsy report and historical review. The monster weighed 7 lb. and was delivered as a breech, with craniotomy of one after-coming head.
Uterine Irritability as a Cause of DyspareUnia.-EDWARD COPE, M.B.
fn 1937 Dickinson described a clinical method by which it was possible in the healthy non-pregnant woman to detect rhythmic uterine contractions. He performed 89 pelvic examinations on 5 women during various phases of the menstrual cycle and found that the uterus was most active for three or four days before and three or four days after ovulation. During this period the uterine contractions occurred at intervals of from two to ten minutes. Following this the uterus was in a state of relative quiescence, but again became active a few days before the onset of menstruation and this activity continued during menstruation.
It is furthermore well known, as a result of work by Malpas, that even in early pregnancy the uterus undergoes regular contractions. This phenomenon was also described by Palmer (Proc. R. Soc. Med., 1950, 43, 99) .
Stallworthy in his Address to the Royal College of Obstetricians and Gynecologists, states that " previously unsuspected uterine irritability is the most common cause of tubal occlusion "; he further states that " the female genital tract is the most hysterical portion of a woman's anatomy. . . . It manifests its independent rebellious spirit in a multitude of ways; the so-called functional or intrinsic dysmenorrhoeas, vaginal spasm and vaginismus, to mention but some of the common manifestations of this disharmony ".
The following is a short account of 3 cases in which this disharmony is manifested by a uterine irritability of such a degree as to cause severe dyspareunia.
The first case was the wife of a publican. A nullipara aged 50. Menopause twelve years ago ; no post-menopausal bleeding or discharge.
She complained of severe mid-line lower abdominal colicky pain which occurred only after orgasm, and lasted half an hour, but that as orgasm was the usual sequel of intercourse, and as her pain was severe, her life was being made miserable.
The only significant incident in her previous medical history was that eleven years ago she had had a dilatation and curettage for an intra-uterine polypus. The records of this operation were not available. She thought that the pain of which she complained dated back to this operation, but it was only in the past two to three years that it had become really severe.
-She was a healthy-looking, well-built woman, and apart from a blood pressure of 180/100, nothing abnormal was found on general medical examination.
Pelvic examination revealed that she had a mobile retroverted uterus and that the left ovary was cystic and enlarged to the size of a pullet's egg. Nothing else abnormal was felt. A diagnosis was made of post-coital pain due to strong uterine contractions.
In view of the severity of her symptoms it was decided to remove her uterus. At operation it was found that the uterus was slightly enlarged, and that there was a small subserous fibroid in the posterior wall. The ovarian cyst, which had been palpated, proved to be a small serous cyst of the left ovary. Total hysterectomy with bilateral salpingo-oophorectomy was performed. Examination of the uterine cavity revealed a friable irregular polypoid mass 5 x 3 x 1 cm. in size which appeared to invade the myometrium and which on section proved to be an adenocarcinoma of the body of the uterus. The patient made an uneventful recovery and intercourse is now satisfactory.
It seems probable that this patient had an irritable uterus, and that the increased tension in the uterus due to the intracavitary tumour increased the strength of the uterine contractions to such an extent that they caused severe pain. This is in accord with the work on uterine tension by Reynolds and by Knaus, who found that an increase in the volume of the uterine cavity by only 3 -4 c.c., raised the uterine tension sufficiently to increase the strength of the uterine contractions.
